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A. SUPPORTING DOCUMENTATION PROVIDED BY THE STATE

1. Yrograin Objectives

The SoonerCare waiver was submitted to the Health Care Financing Administration (HCFA)
in early 1995 and became operational in 1996. In the period directly preceding development
of Soonercare, the State of Oklahoma’s Medicaid program was experiencing significant
financial and service accessibility problems. Budgetary shortfalls had forced the State to
reduce hospital, physician, and prescription drug coverage for adults. At the same time,
access to primary and specialty care in rural areas, where providers are relatively sparse, was
deteriorating in the face of declining physician participation.

The SoonerCare waiver program was developed to address, in a fiscally responsible manner,
the growing imbalance between need and availability of services. More specifically, the
waiver proposal identified eight program objectives to be accomplished through reform of the
State’s fee-for-service Medicaid program. These were:

= To improve access to preventive services, primary care, and early prenatal care for
Oklahoma’s Title XIX population.

= To ensure that every Title XIX beneficiary is able to choose a primary care provider who
will serve as his or her family physician and be responsible for providing all basic
medical services.

=  Wherever practical, to enroll Title XIX beneficiaries into fully-integrated networks
(federally qualified Managed Care Organizations (MCO) and State-certified health
plans), and to give these networks responsibility for delivering the full scope of
Medicaid-covered services in return for a monthly capitation.

= To build managed care capacity in Oklahoma’s rural communities, and to test various
alternatives for creating this capacity in order to identify the most effective model(s).

=  To more closely align rural providers with their urban counterparts, so that rural Title
XIX beneficiaries are better able to obtain access to needed specialty/referral services.

*  To enhance the ability of rural communities to retain existing providers and attract new
ones.

= To better integrate Title XIX beneficiaries, including long-term care recipients, with the

privately insured population, through enrollment into managed care delivery systems
serving both populations.

»  To instill a greater degree of budget predictability into Oklahoma’s Title XIX program,
by moving from a fee-for-service program to one based on the concept of pre-payment.
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As suggested by a number of the above objectives, Oklahom ’s waiver proposal was unique
in differentiating between urban and rural communities, the latter of which comprise most of
the State. Because managed care was virruatiy non-existent in rural Oklahoma in 1995
(when the prcoosal wa. submitted), it was ..ccessary for the State to design a non-traditional
model that could serve to transition providers from fee-for-service to a prepaid system in a

gradual manner. This alternative model has been one of the program’s greatest successes, as
discussed in detail below.

Objectives one through eight, and the State’s progress in meeting them, is addressed below:

1.1 To improve access to preventive services, primary care, and early prenatal care for
Oklahoma's Title XIX population.

Under the fee-for-service program that existed prior to SoonerCare, the State had no
ability to offer beneficiaries a “medical home” in which to receive preventive and
primary care services (including early prenatal care). Similarly, the State had no
mechanism for holding providers accountable for their level of care coordination and
case management.

Under SoonerCare, beneficiaries in the greater metropolitan areas of Oklahoma City,
Tulsa, and Lawton have been enrolled into fully-capitated MCOs (“SoonerCare Plus”
model). These MCOs are responsible for linking each enrollee to a primary care
provider who serves as his or her medical home. The MCOs, directly and through their
provider networks, are required to conduct aggressive outreach to encourage members

to obtain preventive and primary care services, particularly EPSDT services in the case
of children.

In rural communities, beneficiaries have been enrolled with Primary Care
Provider/Case Managers (PCP/CMs) who receive a capitation in return for furnishing a
partially capitated benefit package, which includes primary and preventive services,
and making referrals to specialists as appropriate (“SoonerCare Choice” model).

(Specialty, inpatient, and ancillary services continue to be paid fee-for-service in rural
areas.)

Both the urban MCOs and rural PCP/CMs have made significant strides in furnishing
preventive and primary care to SoonerCare enrollees. Detailed information about
program accomplishments in this area is provided in section five, Quality.

1.2 To ensure that every Title XIX beneficiary is able to choose a primary care provider

who will serve as his or her family physician and be responsiblefor providing all basic
medical services.

As discussed above, all SoonerCare beneficiaries are linked ‘> a primary care provider
(PCPs in urban areas and PCP/CMs in rural areas) with responsibility for delivering
basic health care and coordinating medically necessary referrals. The MCOs have
constructed substantial primary care networks in the three metropolitan service areas,
resulting in very low member-to-physician ratios. Currently, the MCQOs’ primary care
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network onsists f 659 pr viders serving 94,184 SoonerCare Plus enrollees resulting
in a 143-to-1 ratio.” With a provider-patient ratio similar to the SoonerCare Plus
program the number of participating SoonerCare Choice providers has increased
swadily since the start of the program, resulting in continually improved access for
rural beneficiaries.

1.3 Wherever practical, to enroll Title XIX beneficiaries into fully-integrated networks
(federally-qualified MCQOs and State-certified health plans), and to give these networks
responsibility for delivering the full scope of Medicaid-covered services in return for a
monthly capitation.

Under the SoonerCare Plus model, the State contracts with MCOs in the greater
metropolitan areas of Oklahoma City, Tulsa, and Lawton. The MCOs are responsible
for furnishing a full range of medical benefits—both physical and Lcihavioral health—
and for performing care coordination and case management as medically necessary.

Despite the relatively small number of licensed MCQOs in Oklahoma (twelve in total,
two of which are licensed but have no enrollees) the State has contracted with multiple
health plans in each service area, giving beneficiaries the opportunity to choose from
competing contractors. The State contracts today with four commercial MCOs, two of
which enroll only Medicaid beneficiaries. All four have been participants’ since the
inception of the demonstration, a reflection of the State’s success in developing
successful long-term public-private partnerships.

In the first year of SoonerCare, MCO regions were tightly drawn around the three
metropolitan areas. In year two, the State expanded the service areas to encompass
surrounding rural counties. In square miles, each of the service areas more than
doubled in size. Total MCO enrollment grew by about 20 percent, an indication of the
truly rural nature of the expansion counties.

The year two expansions represented the State’s first step toward implementing the
“Rural Partnership” component of the demonstration. In the original waiver proposal,
Oklahoma identified a series of actions that would gradually be undertaken to merge
urban providers/networks with their rural counterparts. Other Rural Partnership
activities are described in objective 5.

Since year two, Oklahoma has explored further expansion of the MCO service areas, as
well as the establishment of a new service area in the southcentral portion of the State
(Tulsa is in the northeast, Oklahoma City in the central, and Lawton in the southwest).
However, because of the lack of comprehensive managed care networks in these more
rural areas, the MCO regions have been left unchanged at this time. Instead, the State
is focusing on further developing the SoonerCare Choice model (see objective 4
below).

' Network data is for April 1999; enrollment data is for June 1999.

% One organization served as a sub-contractor to another MCO in year one, but began to directly contract with the
State in year two.

Compiled: 06/29/99 3




1.4 To build managed care capacity in Oklahoma’s rural communities, and to test various
alternatives for creating this capacity in order to identify the most effective model(s).

At the start of the SoonerCure demonstration, managed care was virtuaiiy non-existent
outside of the three metropolitan communities of Oklahoma City, Tulsa, and Lawton.
Providers in rural communities had no experience with capitation, nor with the type of

contractual obligations (e.g., 24-hour/7-day coverage) typically found in managed care
contracts.

Recognizing this lack of experience, the State elected to introduce managed care to
rural Oklahoma by initially contracting directly with primary care physicians and
paying capitation for primary care office visits, a small number of ancillary services
(lab tests and X-rays), and case management (the SoorerCare Choice model).
Capitation «awes were adjusted by age/sex and aid category and included both a medical
and case management components. The Oklahoma State Medical Association was
permitted to review the methodology used to set the rates and ultimately issued a public
endorsement to its membership. Subsequently, the State now also contracts with
advanced practice nurses and physician assistants as providers.

In return for receiving capitation, providers were required to sign a much more
comprehensive contract than had existed under the fee-for-service program. The new
contract included specific service accessibility, outreach, case management, and referral
standards. Subsequent contracts in years two through four have gradually added
requirements for providers and raised initial targets for EPSDT compliance from 60 to
80 percent. At the time of the program’s inception, providers expressed wariness about
capitation and about contracting with the State. However, SoonerCure Choice has since
grown steadily more popular, as indicated by a steady rise in the number of
participating providers, and a stabilization in this network as year five approaches.

Looking forward, the State intends to build upon the success of SoonerCare Choice,
rather than to supplant it with the MCO model. The State is actively exploring the
feasibility of contracting with one or more management service organizations (MSOs)’
to establish a more comprehensive model in rural Oklahoma. These MSOs would
manage the PCP/CM network in their areas, facilitating referrals to specialists and
tertiary providers. They also could be used to administer contracts with a Pharmacy
Benefit Manager and/or Behavioral Health and Transportation contractor, each of
which would be capitated for their respective benefits.

The MSO concept could be accommodated under the existing SoonerCure waiver, as it
conforms closely to the “Comprehensive Outpatient Network” model described in the
original proposal. However, before proceeding the State would provide information in
much greater detail to HCFA through a modification of the operational protocol.

3 Also known as Administrative Service Organizations, or ASOs.
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1.5 To more closely align rural providers with their urban counterparts, so that rural Title
XIX beneficiaries are better able to obtain access to needed specialty/referral services.

One of the purposes of the MSO model, as described above, would be to offer primary
care providers in rural Oklahoma a referral pipeline that does not currently exist. The

groundwork for this pipeline has been laid, through another component of the Rural
Partnership initiative.

In 1997-1998, the State solicited proposals and negotiated with two MCOs to establish
“rural referral networks” for PCP/CM providers. Specifically, the MCOs would agree
to open their own specialist networks to PCP/CMs, permitting the physicians to arrange
specialty care visits and procedures through the MCOs’ medical management
departments. The MCOs would commit to arranging referrals/specialty services using
SoonerCare Plus accessibility (appointment timeliness) standards.

‘While the State did not immediately move in 1997-1998 to put the rural referral
networks in place, it has continued to explore the concept with the two interested plans.
The State anticipates that the model might be folded into the broader MSO concept, if
that is pursued, or implemented independently sometime in the future.

1.6 To enhance the ability of iwral communities to i etain existing pi cviders and attra _new
ones.

One of the long-term hopes for SoonerCare Choice is that it will encourage providers
to remain or move into rural areas, by offering an attractive patient base and revenue
source. It is too early in the program’s history to draw conclusions about its effect on
overall physician supply (as opposed to Title XIX participation, which is increasing).
However, the State has managed to stretch the existing capacity of rural providers
through SoonerCare Choice in a number of ways:

» The State has implemented a 24-hour nurse advice line for rural beneficiaries,
providing an important back-up to PCP/CM providers. The advice line’s
availability has been a significant aid in recruiting providers and demonstrating the
State’s commitment to supporting their rural practices in meaningful ways.

* Through the guarantee of patients and an associated capitation revenue stream, the
State has provided the capital necessary for a number of providers to expand their
practices, both through the hiring of non-physician practitioners (e.g., physician
assistants) and other methods. One of the largest rural providers, the Konawa
Community Health Center (a Federally Qualified Health Center), has expanded its
operations into medically under-served neighboring counties through acquisition of
two mobile clinics and a satellite facility.

» In very rural areas, the State has contracted directly with advanced practice nurses
who operate under protocol agreements with physicians and serve as PCP/CMs.
Prior to the demonstration, this was not an option for the State.
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1.7 To better integrate Title XIX beneficiaries, including long term care recipients, with the

1.8

privately insured population, through enrollment into managed care delivery systems
serving boti1 populations.

During the last two-to-three years, Medicaid managed care programs nationally have
been confronted with an exodus of commercial MCOs, leaving Medicaid-only plans as
the sole option available to beneficiaries in some areas. Thus far, Oklahoma has not
encountered this problem. The State contracts with four commercial MCOs, two of
which enrolls only Medicaid beneficiaries. At least one commercial plan is under
contract in each service area, allowing members to select this option if they so desire.

Perhaps more importantly, the State has made dramatic progress toward integrating
historical Title XIX providers with their counterparts practicing in commercial health
plans. Prior to the start of the demonstration, the State published lists of “traditional”
providers (based on historical volume of care furnished) in a wide array of service
categories, including: primary care and specialist physicians, community health centers,
behavioral health providers, pharmacies, DME suppliers etc.

MCOs were required to enter into good faith negotiations with any traditional providers
who asked to join their networks. Many of these providers had remained completely
outside of the managed care networks prior to SoonerCare and so took advantage of
this opportunity to form relationships with the health plans, both for Medicaid and
commercial patients. For example, before the waiver, none of the State’s four urban
FQHCs had managed care contracts. After the waiver, all had contracts with the MCOs
in their service areas. Today, the FQHCs serve as significant PCP sites for SoonerCare
Plus and also have bolstered their commercial patient bases.

The relationships formed in year one have proven to be permanent. Even after the
traditional provider requirements were lifted in 1997, the MCOs retained the traditional
providers in their networks, with little attrition.

With respect to long term care, the SoonerCare waiver contained a “conceptual”
chapter addressing the enrollment of this population, but did not seek authority to do so.
Per legislative mandates, the State is presently working on the development of one or
more pilot programs that may be voluntary, and would seek to enroll the long-term care
population and/or Medicaid/Medicare dual eligibles into fully integrated systems of
care. These voluntary pilots would begin in July 2000 at the earliest, and would serve
as the starting point for development of a mandatory waiver program. Any waivers

necessary for the mandatory program would likely be requested in the first half of
calendar year 2000.

To instill a greater degree of budget predictability into Oklahoma’s Title XIX program,
by moving from a fee-for-service program to one based on the concept ofpre-payment.

Oklahoma’s decision to seek a §1115(a) R&D Waiver was partly due to the fiscal crisis
the State faced in the early 1990’s. While other states used the demonstration option as
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a means to expand Title XIX eligibility, Oklahoma’ initial goal was to achieve
sufficient fiscal stability to avoid further cutbacks to the fee-for-service program.

Soonercare has been successful in achieving necessary budget predictability and in
moderating the growth in medical costs. The State estimates that it saved $85,203,996
in years one through three of the program (state and federal dollars) or 9.09 percent of
total expenditures. More detailed information regarding budget neutrality and waiver
savings is provided in section six, Compliance with the Budget Neutrality Cap.

2. Terms and Conditions

Oklahoma believes it is in full compliance with all waiver Special Terms and Conditions.
Because of their length, the Terms and Conditions are not reprinted here. However, the
State’s demonstration of compliance is presented in the same order (and using the same
numbering scheme) as found in the original HCFA document. Additionally, the information
detailing Oklahoma’s compliance with the requirements listed in the Special Terms and
Conditions is provided in annual and quarterly reports submitted to HCFA.

2.1 General Conditions:

1. Prior Approval of “*” Items. The State has submitted, and received prior
approval, of all “*” items in the Terms and Conditions.

2.  Pre-Implementation Work Plan. The work plan was submitted and approved by
HCFA.

3. Protocol. The operational protocol was submitted to HCFA October 12, 1995
with all required chapters. Subsequent revisions have been submitted and
approved.

4.  Phase-Out Plan. As the program is not within six months of termination, this
requirement does not yet apply.

5. Compliance with the following are addressed in further detail in the appropriate
following sections:

Requirements for Federal Financial Participation
General Administrative Requirements

General Reporting Requirements

Monitoring of Budget Neutrality

Access Standards

Outline for Operation Protocol

| ] ] © [ ] | ] n

2.2 Legislation:
Compliance with Federal Law. The State has complied with all requirements of the

Medicaid program not expressly waived for the Soonercare program, including
changes that have occurred since October 16, 1995.
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2.3 Program Design/Operation Plan:

(A) Subsumed §1915(b) Waiver
Upon commencement of the § 1115(a) R&D Waiver, effective January 1, 1996, the
State’s §1915(b) waiver was subsumed in the $1115(a) R&D waiver. Oklahoma
has met the requirements outlined in the Terms and Conditions Attachment D;
section titled Projecting Per Member/Per Month (PMPM) Cost, Removing
$1915(b) Managed Care Savingsfrom AFDC-Urban PMPM Cost Estimates.

(B) Capitation Rates
Oklahoma annually submits for HCFAs approval, all capitation rates, fee-for-
service upper payment limits from which the rate ranges are derived for the health
plans, and the methodology for determining the fee-for-service upper payment
limits for services. All capitation rates, upper payment limits, and the methodology

for determining the upper payment limits have been submitted to HCFA and found
to be satisfactory.

(C) Rural Partners
The Rural Partner initiative was developed to assist rural areas of the State in
gaining greater access to resources available through SoonerCare Plus MCOs,
including advanced technology and specialty and sub-specialty services.

When the waiver became effective, the service area boundaries for the three
catchment areas were drawn in such a way as to ensure that all MCOs serving
urban areas also met specific “Rural Partner” criteria., This was planned to ensure
that all affected rural beneficiaries and providers received the benefit of continuity
of care available under the §1115(a) R&D Waiver. Specifically, MCOs were
required to contract to serve at least 500 rural beneficiaries in each urban
catchment area, or a number equal to 10% of their urban enrollment under the
previous year, whichever was greater. The contracts signed by all MCOs actually
established expansions, which far exceeded either the requirement that the
expansion include at least 500 rural beneficiaries in each catchment area or that
10% of the MCOs’ urban enrollments under the previous year be enrolled.*

(D) Plan Contracting
1. Use of Request For Proposal (RFP) Process. The State has used an annual RFP
process to select health plans since the inception of the program. During the
past four years, the RFP process has evolved from one in which health plans
provided written documentation of their ability to comply with program
standards, to one in which the operational compliance of incumbent plans is
considered in award decisions.

* The participating health plans were certified as “Rural Partners”through HCFA's approval of the MCO contracts, became
eligible on July 1, 1996 (when their service areas expanded) and were certified as of that date.
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Under the current process, the Authority conducts operational compliance
audits each fall to evaluate each plan’s performance in meeting program
standards. The audits generally cover the full range cf health plan operations,
including  administrative/management,  enrollment/memt.. services,
networks/provider  services, quality assurance/medical management,
information systems/claims payment, and financial solvency.

Plans that meet the standards for an operational area are waived from
corresponding questions in the RFP. Conversely, plans that are found to be
deficient must submit a Corrective Action Plan as part of their RFP responses
(due to the State in April). Plans are not eligible for a contract until they
demonstrate an ability to comply with all program standards.  Following
preliminary contract awards, the State conducts follow-up Readiness Reviews
to evaluate the plans’ ability to meet any new requirements for the coming
contract year, as well as to verify implementation of Corrective Action Plans.
Site visits are also made to major sub-contractors, where appropriate.

In addition to implementing a performance-based procurement, the State has
modified its auto-assignment criteria from one based solely on price (with the
least-costly plan receiving the highest percent of auto-assignments) to one
based equally on price and technical performance, as measured by the number
of points awarded for the plan’s technical proposal.

Once the initial auto-assignment ratio is established, the State conducts a
“look-back” at plan performance with respect to EPSDT. Plans that performed
below the established performance threshold during the previous year
(assuming they were contractors) receive a lower rate of auto-assignments
going forward. For example, if a plan under-performed by 10 percent, its auto-
assignment rate is lowered by 10percent. Each year the State has increased the
minimum EPSDT compliance threshold; the current threshold is set at 80
percent.

Prior Approval. All RFPs have been submitted to HCFA for review and
approval.

Model Contracts and Marketing Materials. All model contracts have been
submitted to HCFA for review and approval. The State has established a
process for prior-approval of marketing materials used by health plans. From
the beginning of the program, the State has prohibited direct marketing,
limiting health plan activities to general outreach and distribution of printed
materials in the enrollment packets. Please see Chapter 5 of the §1115(a) R&D
Waiver Protocol for more information on the State’s marketing and outreach
policies and procedures.

Provider Capacity. The State’s procedures for determining the adequacy of
managed care provider capacity are described in Chapter 2 of the §1115(a)
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R&D Waiver Protocol. Since the inception of SoonerCare, the State has
implemented a sophisticated methodology for evaluating provider capacity.
Health plans submit network wuormation electronically, allowing the State to
merge u...abases and elimii....2 duplication across networks, as well as to plot
provider locations against beneficiary locations using GeoACCESS.

The State submits annual reports on the status of waiver operations. The
annual reports contain detailed information on access to care, including any
significant changes in provider networks. To date, there have not been any
significant decreases to report. The State is able and willing to provide
addresses of members and providers to HCFA, if so requested. As delineated
in the protocol, the State has implemented managed care in both urban and

rural areas only after being able to demonstrate that sufficient provider capacity
exists.

5. Disclosure Requirements. The disclosure requirements specified at 42 CFR
455, Subpart B were met prior to the start date of the waiver.

(E) Streamlined Eligibility
Streamlined Eligibility. Oklahoma received a waiver of retroactive eligibility,
subject to submitting and receiving approval of a “real time” streamlined

eligibility process. The State subsequently elected not to implement this
provision and has not submitted a “real time” plan to HCFA.

(F) Family Planning
Title X provisions are outlined in the Oklahoma’s §1115(a) R&D Waiver
Protocol, section 12. Inclusion o Family Planning Services in SoonerCare.
Additionally, Oklahoma includes language in annual Soonercare contracts that
provides assurances that access to these services, by adolescents, are not restricted

by the §1115(a) R&D Waiver. Currently, no amendments have been made to the
Title X agreement as a result of the demonstration.

(G) Health Services To Native American Populations

Chapter 11 of the §1115(a) R&D Waiver Protocol addresses services to Native
Americans. Since the start of the program, the State has continued to work with
various tribes, urban Indian clinics, and the Indian Health Service (IHS) to
identify ways to increase Native American provider and beneficiary participation
in Soonercare. The State also has enrollment data on the Native American
population and is prepared to make the data available to Indian Health programs
upon request.

Initially, the IHS and tribal clinics elected not to contract with the health plans in
the Soonercare Plus and Choice areas. However, auring the last few months
several tribal and IHS facilities have requested that the State re-evaluate
participation options and work with these providers to develop a model which
would allow them to serve as PCP/CMs in the SoonerCar> Choice program. The
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State is currently developing this model with tribal and IHS input and hopes to put
it into effect later this year.

wl) Early and Pzriodic Screening, Diagnosis, ard Treatment (EPSDT) Services

Included in Oklahoma’s§ 1115(a) R&D Waiver Protocol, section 4. SoonerCare
Benefits Package and EPSDT Initiative, is an approved comprehensive plan,
which outlines services, outreach, and preventive care. Oklahoma has included
language in the annual SoonerCare contracts that provides assurances that access
to these services are consistent with the approved plan outlined in the protocol.
Specifically, under SoonerCare Plus, health plans are penalized through lower
auto-assignment rates for failing to meet the State’s EPSDT performance
benchmark (see Term & Condition “D” above). Under SoonerCare Choice,
providers are eligible for incentive payments if they exceed the State’s
performance benchmark (see Objective #1 above). Addition.. information on the
State’s EPSDT monitoring and compliance efforts is also provided in section 5,
Quality.

In addition to these compliance guidelines, the State has initiated an ambitious
project in conjunction with the Oklahoma State Department of Education (OSDE)
for enhanced EPSDT school-based services. This effort, which is being carried
out in coordination with SoonerCare, provides for the seamless provision of
services to Medicaid children across a variety of providers. Through it, the State
has increased both the presence of and the provision of appropriate school-based
EPSDT services to Medicaid children, both in managed care and in fee-for-
service. Contracts with school districts and school district co-ops have ‘been
developed, as have joint training programs.

The EPSDT focused study for Year III (July 1, 1997 through June 30, 1998)
shows a marked improvement from a Year | combined rate of 40% to a Year IlI
combined rate of 48%.

() Federally Qualified Health Centers

1. Contracting. MCOs are required to contract with at least one FQHC in each
service area, assuming one exists (there is no FQHC in the Lawton region).
In addition, MCOs are required to assign to the FQHCs any enrollees with
whom they have not established contact (e.g. visit with.a provider, face-to-
face contact, or telephone contact) within 90 days of the effective date of
enrollment. The FQHCs then are responsible for initiating additional outreach
efforts to establish contact with these patients. In return for this outreach
activity, the State makes a direct supplemental per member per month
payment to FQHCs for each member who selects or is assigned to them for
primary care. This supplemental payment program is scheduled to phase-out
June 30, 1999. However, the State is currently negotiating, with HCFA, a
new FQHC supplemental payment program that would provide additional
funds which will contribute to the continued viability of the FQHC safety net
providers in a managed care environment.
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2. Exemption from Contracting with FQHCs. Not applicable. Under their
contracts with the State, MCOs cannct request exemption from the
requirement to include at least one FQHC in their network per service area.

3. Payment to FQHCs. At the start of the waiver program, the Oklahoma
Primary Care Association, acting on behalf of the State’s FQHCs, negotiated
an agreement with the State concerning FQHC peyments (SoonerCare Plus
program). The payments were made “cost-related” through introduction of a
supplemental PMPM amount given directly by the State to FQHCs, in
addition to the fee-for-service or capitated payments they receive from MCOs.
The agreementwas approved by HCFA prior to implementation.

4. The SoonerCare Choice program contracts with all FQHCs. Rather than a
supplemental payment the Choice program pays an enhanced capitation rate
to these centers.

(J) Encounter Data Requirements

Included in Oklahoma’s §1115(a) R&D Waiver Protocol, section 9. Encounter
Data Collection and Reporting, is an approved comprehensive plan, which
outlines a process for the collection of encounter data and its use in improving the
efficiency and quality of health care for the Title XIX recipients. Additionally,
Oklahoma includes language in the SoonerCare annual contracts that provides
assurances that encounter data is submitted to the OHCA on a monthly basis by
electronic medium in a format prescribed by law. Failure on the part of individual
plans to comply with encounter data reporting requirements can result in
sanctions, including the freezing of enrollment into the plan. The State will be
conducting its first encounter data validation study this year using a methodology
developed by the Medstat Group.

Currently, the volume of encounters submitted by the MCOs remains below the
anticipated volume. Some of the MCOs still experience difficulties in formatting
and processing NCPDP (pharmacy) claims. Concentrated efforts are now made
by the agency to assist the MCOs in any way necessary to insure that all
pharmacy claims are processed in a timely manner. Changes are also being
implemented to limit exceptions on all encounters to a minimum. The most recent
change made to encounter processing is one that allows MCOs to zero bill for
charges that they reimburse at a flat rate, consequently no charge information is
created. The system defaults the encounter amount to the procedure code price
for future use in calculating rates.

In addition to collecting encounter data, the State has required MCOs to collect
and report HEDIS measures, working in concert with Oklahoma’s external quality
review organization (EQRO), the Oklahoma Foundation for Medical Quality.
Detailed information on the State’s efforts with respect to monitoring quality is
provideu in section 5 of this waiver extension request.

(K) Quality Assurance Requirements
1. Monitoring Plan. Refer to section 5, Quality.
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2. Monitoring Beneficiary Satisfaction. Refer to section 3, Evidence of
Beneficiary Satisfaction.

3. Quarterly Grievance Reports

The State researches and resolves provider and member incidents and
complaints on a daily basis, however, MCOs are required to submit quarterly
reports on all complaints and grievances. In addition to the quarterly reports,
the State includes a more detailed review of plan complaint and grievance
procedures during the annual operational compliance site visits. Plans that
have not met State standards for documenting and processing complaints and
grievances have been required to develop Corrective Action Plans in order to
come into compliance. Effective July 1999, the State is implementing a new
complaint/giievance reporting system that will capture MCO data in an
automated format, using common definitions, and will allow for more
sophisticated analysisand trending of plan performance.

4. Quality Assurance Standards. Refer to section 5, Quality.

5. Guidelines for Monitoring of Providers.
The State's contract with MCOs requires the plans to ensure their providers
comply with all program standards. During its operational audits, the State
reviews MCO-provider contracts to verify that appropriate binding language
has been included. The State also evaluates how the MCOs monitor the
performance of their providers to ensure compliance with program rules.

6. Access and Solvency Requirements.
The SoonerCare Plus health plans are in compliance with all of the
requirements delineated in §1903(m)(1)(A)I) and (ii), and §1902(w),
including with regard to Advance Directives.

2.4 Attachments

(A) FFP/Cost Control/Fiscal Administration. Oklahoma continues to work on
generating HCFA-64.9 and/or 64.9p reports that are consistent with the
requirements outlined in the Special Terms and Conditions. During the May 1999
site visit, the State agreed to provide HCFA with quarterly managed care
expenditure information' (by date-of-service and date-of-payment) dating back to
the start of the waiver (January 1, 1996). The OHCA is currently working on a
timeline for submission of this information. Expenditure information is included
in the annual budget neutrality reports, however, it is not broken down by quarters
nor does it reflect expendituresby date-of-service.

(B) General Administrative Requirements. The State has complied with the Protocol
and Waiver Amendment requirements when making modifications to the
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SoonerCare program. The State also has submitted Form HCFA-416 (EPSDT
Compliance Rates) as required, as well as contracts related to the demonstration.

(C) General Reporting Requirements. The State has submitted all required quarterly
and annual reports with the exception of the January through March 1999 report
that was due May 31, 1999. The State intends to have this report to HCFA no
later than July 31, 1999.

(D) Monitoring Budget 'Neutrality. The State has tracked and reported its
performance with respect to budget neutrality in accordance with the instructions
provided in Attachment D. Additional information regarding budget neutrality is
provided in section 6, Compliance with the Budget Neutrality Cap.

(E) Access Standards. The State imposes the access standards delineated in
Attachment E on its MCO contractors, and monitors compliance through
evaluation of provider network counts/locations, undercover calls and
complaint/grievance tracking.

(F) Outline for Operational Protocol. The operational protocol contains all of the
chapters delineated in Attachment F.

3. Evidence of Beneficiary Satisfaction

The State has tracked beneficiary satisfaction with SoonerCare through two survey
instruments: Behavioral Risk Factor Surveillance System (BRFSS) and Consumer
Assessment of Health Plan Study (CAHPS). Additionally, the State has developed a
template to summarize complaints and grievance data program wide and it is anticipated that
this tool will begin producing program level data this summer.

3.1

Satisfaction Sur  s:

Behavioral Risk Factor Surveillance System (BRFSS)

BRFSS is ajoint project between the Centers for Disease Control and Prevention and
States to routinely collect behavioral risk factor information from that population. For
SFY 96 and 97, information was collected from a sample of 300 randomly selected
Medicaid eligible females age eighteen or older, who were enrolled in a Medicaid
MCO for at least six months. The sample was selected monthly by the Medicaid
agency and sent to the Oklahoma State Department of Health. The BRFSS survey
consists of risk factors and demographic characteristics, indices of health plan
satisfaction. The State drew upon the satisfaction measures in order to provide an

assessment of health plan satisfaction for Medicaid managed care for the first two
contract years.

Indices for satisfaction with health care were consistently high for SFY 96 and 97.
Eighty-one percent of the respondents rated their health care good to excellent in SFY
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3.2

96, with an increase to eighty-four percent in SFY 97. Utilization measures indicated
that over ninety percent of the respondents were obtaining health care from one location
or doctor, indicating a continuity of care. There was a decline in SFY 97 from SFY 96
in those respondents using school health clinics, centers, or other publicly funded
sources of health care. This supported the goal of establishing a medical home for
Medicaid recipients. More detailed information on the results of the BRFSS survey are
available in the Annual Reports submitted to HCFA for 1996 and 1997.

Consumer Assessment of Health Plan Study (CAHPS):

CAHPS was developed by a consortium of Harvard Medical School, RAND, and
Research Triangle Institute and sponsored by the Agency for Health Care Policy
Research (AHCPR). CAHPS was designed to be an appropriate tool for assessing
client satisfaction for Medicaid, Medicare, and commercial populations for both
managed care and traditional Fee-for-Service. Oklahoma was involved with the
CAHPS developmental process early, as a test site for the Medicaid CAHPS module.
Oklahoma has sponsored the administration of both the original CAHPS in SFY 98 and
the revised CAHPS 2.0 in SFY 99. Both the Child and Adult questionnaires were
administered to samples from each health plan and the State operated partially capitated
managed care program for each year the survey has been administered.

Report cards have been developed using CAHPS methodology for each year and
disseminated during open enrollment. Survey ratings have also provided program
direction for appropriate interventions. Results using the CAHPS format for analysis,
stated in the positive and combined across plans and programs (Plus and Choice) types
to give an overall picture of satisfaction with managed care, are as follows:

SFY98 SFY99

e Ease in finding a provider with whom the customer Adult 77.4% 83.3%
is pleased Child 84% 89.7%
¢ Overall approval rate for providers Adult 79% 82%

Child 83% 84%

¢ Overall approval rate for health plan Adult 74% 76%
Child 78% 79%

¢ Getting care when needed Adult 49% 70.8%
Child 56.6% 79.4%

e Getting care without long waits Adult 42.4% 44.1%
Child 47.5% 49.3%

e Providers always communicatc well Adult 59.2% 65.2%
Child 67.3% 70.8%
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Always treated with courtesy and respect Adult 59.7% 75.6%
Child 66.1% 72.8%

e Customer service always efficient and helpful (98); Adult 44.9% 60.8%
or customer service not a problem (99) Child 42.7% 63.2%

Data indicate a consistent pattern of improvement across all areas assessed. While
getting care without long waits remains a problem area, plans and providers
consistently remain within contracted time frames for getting appointments and seeing

patients. This may be related to patient perceptions and expectations rather than
contractual reality.

Data also indicate consistently higher approval ratings for services to children than
adults. The Medicaid program in general, including managed care, provides a greater
array of services for children than adults. The child population served in managed care

is also considerably larger than the adult population. These differences are probably
reflective of program differences.

Medicaid recipient perception of services received through managed care remains high
and indicates improvement throughout the measurement process. A more detailed plan
specific presentation and technical report of each of these surveys can be found in the
respective annual reports submitted to HCFA.

3.3 Complaints and Grievances:

The State collects complaints and grievance data from plans, as well as directly from
beneficiaries through a SoonerCare helpline. The information is used as part of health
plan audits but has not been summarized program wide. However, the State has
recently developed a summary report template and will begin producing quarterly
program level results this summer.

4. Documentation of Adequacy and Effectiveness of the Service Delivery System

The State uses a variety of tools to measure the effectiveness of the SoonerCare service

delivery system. Separate methods are employed for the SoonerCare Plus and SoonerCare
Choice components of the program.

4.1 Plus (MCO) Program

The State performs a comprehensive evaluation of MCO provider networks annually,
as part of its contract award process. Health plans are required to submit detailed
network information in an electronic format, separately for each provider type and
service area. Plans not only submit provider names and addresses, but also “quality”
related information, such as:
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= Board Certification Status

» Office hours, by site and day

» Patient capacity

» Language capability

» Wheelchair accessibility

= Use of mid-level practitioners (e.g., nurse practitioners)

The State performs a sophisticated analysis of network data to quantify each plan’s
capacity, as well as to verify compliance with travel time/distance standards (in part
relying on maps and GeoACCESS reports submitted by plans). Each plan must be able
to demonstrate that it complies fully with program network/accessibility requirements.
The State also combines network data across plans, to determine the unduplicated
primary care provider capacity available to the program.

A template copy of the computer databases submitted by plans was included in the
Year V RFP, submitted to HCFA on June 18, 1999 and is currently pending approval.
The RFP also includes a copy of the tool applied by the State in evaluating the network
data. Because of their size, the actual submissions received from each MCO during the
most recent procurement are not included but were examined by HCFA .evaluators
during the March 1999 site visit.

The State verifies the accuracy of network proposal information submitted by plans
during its semi-annual on-site audits. Plans are furnished with a randomly selected list
of providers from their network submissions and asked to produce contract and
credentialing files. These files are reviewed to ensure the contracts are in place and that
other information submitted in the proposal (e.g., regarding Board status) is correct.
The State monitors changes in plan networks through monthly reports submitted by the
MCOs. The reports document additions or deletions from the network. Plans are
further required to notify the State immediately of any “material” changes that occur in
their networks, such as the loss of a contracted hospital or major physician group. If a
negative material change occurs (or through attrition a network deteriorates
significantly over a period of several months), the State can freeze enrollment,
terminate the contract, or order other corrective action as appropriate.

4.2 Choice (PCP/CM) Program

The State serves as the de facto “health plan” for the PCP/CM program and therefore
monitors network capacity on an on-going basis. The State maintains provider counts,
by specialty, provider type and region. The State also produces maps delineating
provider locations to verify travel time/distance standards can be met for all
beneficiaries. The State produced network materials for HCFA to examine during the
site visit conducted in March 1999.

Additionally, the State requires providers to submit information on Board Certification
Status, office hours by site, patient capacity, language capabilities, use of mid-level
practitioners, hospital admission information, and access to care after hours.
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5. Quality

The State performs extensive quality .uprovement activities for SoonerCare in
collaboration with its _xternal Quality R. :ew Organization (EQRO). Specific activities are
described below.

5.1 QARI Monitoring:

SoonerCare Plus - OHCA selected the Quality Assurance Reform Initiative (QARI) as
the quality monitoring tool for the $1115(a) R&D Waiver. The state contracted with
The Oklahoma Foundation for Medical Quality as the EQRO for QARI
implementation. The Third Annual QARI review submitted to HCFA in the SFY 98
Annual Report provides more detail on cumulative QA activities and should be
consulted for more specific information. Focused studies were included in the third and
fourth quarter HCFA reports for the same year and should also be consulted for more
detailed information.

The QARI review results for each MCO serves as the implementation plan for the
following year. Plans not at 80 percent compliance with QARI for any element were
scheduled for a more intensive follow-up review at six months. The purpose of the
review and any follow-up was to provide assistance in facilitating full compliance. All
plans have made substantial progress in implementing QARI. The following is the
status of QARI Implementation for participating MCOs as of SFY 98; SFY 99 results
will be available upon completion of the SFY 99 Annual Report to HCFA:

Standard I: Written QAP
All plans were at substantial to full compliance.

Standard 11: Systematic Process of Quality Assessment and Improvement
All plans were at substantial to full compliance.

Standard 111: Accountability to Governing Body
All plans were at substantial to full compliance.

Standard IV: Active QA Committee
All plans were at substantial to full compliance.

Standard V: Supervision
All plans were at substantial to full compliance.

Standard VI. Adequate Resources:

Four of the five plans were at substantial to full compliance. Prime Advantage was not
at 80 percent compliance, so follow-up monitoring at six mcnths took place. The plan
was reported at full compliance.

Standard VII: Provider Participation in the QAP
All of the plans were at full compliance
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Standarc VIII: Delegation of QAP Activities
All of the plans were at full to substantial compliance.

“tandard IX: Credentialling and Recredentialling of Professionals

Four of the five plans were in substantial compliance. BlueLincs was not at the 80
percent threshold, so follow-up monitoring took place at six months. While
improvement was indicated, the 80 percent threshold was not met. The plan will be
reviewed during the SFY 99 annual review.

Standard X: Enrollee Rights and Responsibilities
Four of the five plans were in full to substantial compliance. Foundation Health would

have been scheduled for follow-up monitoring had it remained a SoonerCare MCO for
year V.

Standard XI: Standards for Availability and Accessibility
Four of the five plans were in full to substantial compliance. Prime Advantage was not

at the 80 percent threshold, so follow-up monitoring took place at six months. The plan
was at full compliance.

Standard XII: Medical Records Standards
Four of the five plans were in substantial compliance. BlueLincs was not at the 80
percent threshold, so follow-up monitoring took place at six months. Improvement was

not noted. The plan was cited for note during the contract award process. The plan will
be reviewed during the SFY 99 annual review.

Standard XII1: Utilization Review

Three of the five plans were in full compliance. Prime Advantage was not at the 80
percent threshold, so follow-up monitoring took place at six months.  While
considerable improvement had taken place, the plan was just short of the 80 percent
threshold; the plan will be reviewed during the SFY 99 annual review.

Standard XIV: Continuity of Care System

Four of the five plans were in full compliance. Prime Advantage was not at the 80
percent threshold, so follow-up monitoring took place at six months. While
improvement had taken place, the plan was just short of the 80 percent threshold; the
plan will be reviewed during the SFY 99 annual review.

Standard XV: QAP Documentation

Four of the five plans were at substantial to full compliance. Since Prime Advantage
had areas for improvement to reach an 80 percent threshold, follow-up monitoring took
place at six months. While considerable improvement had taken place, the plan was just

short of the 80 percent threshold; the plan will be reviewed during the SFY 99 annual
revicw.

Standard XVI: Coordination of QA Activity with other Management Activity
All plars are at substantial to full compliance.
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While full compliance with QARI has not yet occurred in all areas, there has been
substantial progress. Plans in full compliance for two monitoring years were not
reviewed for those element in future years. Plans with NCQA or JCAHO accreditation
were not reviewed for comparacle QARI elements, but the comparablc elements were
incorporated into the QARI scores.

SoonerCare Choice - In keeping with the Quality Assurance plan for the agency’s
§1115(a) R&D Waiver, the State actively monitors the partially capitated, Primary Care
Provider/ Case Management Program. The State uses eight areas for quality
monitoring and adapted relevant QARI elements as monitoring tools. The categories
for monitoring which were selected and the relevant QARI elements are as follows:

Provider Enrollment and Education - QARI I-E, IV-E IX, and X-C
Client Z..rollment and Education - QARI X

Access - QARI X-G and XI

Primary Care Services - QARI XIIT and II

Specialist Serviced Referrals - QARIXIII-ABC

Client Satisfaction/ Grievance Procedures - QARI X-K

Medical Records - QARI XII

Utilization Management - QARI XIII

0N UTRARWN

For a detailed account of the SoonerCare Choice QARI Review, refer to SFY 98
HCFA Annual Report documentation. The following are ratings from the EQRO, with
recommendation for improvement in follow-up areas:

1. Provider Enrollment and Education - 4.34 Substantial compliance, with no follow-
up monitoring.

2. Client Enrollment and Education - 4.52 Substantial compliance, with no follow-up
monitoring.

3. Access - 4.5 Substantial compliance, with no follow-up monitoring.

4. Primary Care Services - 3.28 Recommendation for six month follow-up monitoring.
While improvement had taken place, the program was below the 80 percent
threshold; the program will be reviewed during the SFY 99 annual review.

5. Specialist Services/ Referrals - 3.39 Recommendation for six month follow-up
monitoring. While improvement had taken place, the program was below the 80
percent threshold; the program will be reviewed during the SFY 99 annual review.

6. Client Satisfaction/ Grievance Procedures - 5 Full compliance, with no follow-up
monitoring.

7. Medical Records - 4.07 Recommendation for six month follow-up monitoring.
While improvement had taken place, the program was below the 80 percent
threshold; the program will be reviewed during the SFY 99 annual review.

8. Utilization Management - 3.67 Recommendation for six month follow-up
monitoring. While improvement had taken place, the program was bclow the 80
percent threshold; the program will be reviewed during the SFY 99 annual review.

Compiled: 06/29/99 20




SFY 99 will be the last year that the State will use Q. RI as a monitoring toc  The
State will begin QISMC implementation during SFY 2000.

5.2 Focused Studies:

Focused Study Information - The Focused Study results for SoonerCare Plus and
Soonercare Choice have been released for Calendar Year 1997. The SoonerCare Plus
focused studies were for Pregnancy and Birth Outcomes, EPSDT, Immunizations, and
Pediatric Asthma. The SoonerCare Choice focused studies were for EPSDT and
Immunizations. A brief description of the SoonerCare focused studies appears below,
including the SoonerCare Choice focused studies for EPSDT and Immunizations.
More detailed information on the focused studies is available in the third and fourth
quarter HCFA reports for SFY 98. SFY 99 reports are not yet available.

The focused studies represent a more in depth review than would otherwise be available
through claims data. The basis for the studies is sampling from all eligibles and a
medical records review for each eligible sampled. This provides a more detailed
account of services provided than would be available from claims data. Claims data
were also reviewed for the individuals sampled.

Pregnancy and Birth Outcomes Focused Studies - The Pregnancy and Birth Outcomes
Focused Study for Soonercare Plus provides outcomes on initiation of prenatal care
and low birth weight. Overall the rate of initiation of prenatal care in the first trimester
has increased from 31 percent in 1995, to 46 percent in 1996, to 48 percent in 1997.
The overall instance of no prenatal care has dropped from 3.2 percent to 1.4 percent.
Over 75 percent of these women had initiated prenatal care prior to becoming
SoonerCare members. This indicates continuity of care in movement to Soonercare.

First Trimester Initiation of Prenatal Care
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Low birthweight is a recommended monitoring element by HCFA. Low birthweight is,
however, a difficult element to monitor through sampling due to the low occurrence.
Low and very low birthrates have declined over the three-year period cf the focused
studies. Low birthrate is defined as 1500 grams to less than 2500 grams and very low
birthrate is less than 1500 grams. The very low birthweight rate of 1 pcrcent for 1997
represents a decline in the very low birthweight from 1.8 percent for 1996 and 3.7
percent for 1995. The low birthweight rate of 4.1 percent for 1997 represents a decline
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from the 8.5 percent for 1996 and the 7.8 percent for 1995 The low and very low
birthweight rates are fairly equitably distributed across plans with CommunityCare and
Heartland having slightly higher rates.

Low Birthweight and Very Low

Birthweight Rates
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EPSDT Focused Studies Including SoonerCure Choicefor 1997 - EPSDT rates are
increasing within the SoonerCure Plus program and are at 42 percent for the initial
phase of the SoonerCure Choice program. Medical records were checked for evidence
of the two requirements for EPSDT: a comprehensive health and development history
and an unclothed physical. The rates were at a low of 15 percent in 1995, but have
increased to 60 percent in one plan in 1997.

Focused Study EPSDT Rates
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Immunization Focused Studies Including SoonerCare Choicefor 1997 - The results
of the Immunization focused studies indicate an overall improvement for
immunizations, with initial rates for SoonerCare Choice at 40 percent. There remains,
however, considerable variation in the immunizations themselves. Immunizations that
are a part of a series have lower rates and immunizations that are administered once or
in combination, have higher rates.
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Focused Study Immunization Rates
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6. Compliance with the Budget Neutrality Cap

Attachment A (Savings — Aggregate Expenditure Comparison) and Attachment B (Savings -
Per Member Per Month Cost Comparison) provide a complete overview of budget neutrality
calculations for the period of January 1, 1996 through December 31,2003.> As demonstrated
in Attachments B and C, Oklahoma’s waiver program costs for the period of January 1, 1996
through December 31, 2003 are estimated to be 90.93 percent of the fee-for-service
equivalent, thereby demonstrating savings versus fee-for-service. The total savings over the
entire period of the waiver amount to $373,515,528 (9.07%), of which $261,460,869 accrue
to the Federal government and $112,054,658 to the State.

6.1 Aid to Families with Dependent Children (AFDC) and Related Medicaid Eligible
Group:

WY-96 through WY -98 expenditures and eligible months are based on actual data. The
remaining waiver years (1999 through 2003) expenditure estimates were derived using
WY-98 cost data trended forward by 6.51 percent (the trend factors defined in the
Special Terms and Conditions for this population). Eligible member months for WY-

99 through WY-03 have been set equal to the WY-98 data, reflecting the similar
enrollment characteristics.

6.2 Aged, Blind and Disabled (ABD) Medicaid Eligible Group:

Under the Special Terms and Conditions Oklahoma is authorized to mandatorily enroll
the non-long term care portion of its ABD population. The State will begin enrollment
July 1, 1999, however, the State must consider payments made during the entire waiver
year when calculating budget neutrality. Due to the lack of current data the State used
base year* upper payment limits to estimate expenditure/actual PMPM costs for WY-99

® Upper payment limits for waiver years 1996 through 2000, at HCFA request, have been adjusted to reflect a
“weighted’ average cost per group. The updated information has been included in Waiver Year III (Calendar Year
1998) Budget Neutrality Report, submitted on June 30, 1999.

© See WY-96Budget Neutrality Report for base year calculations methodology.
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through WY-03. Eligible member months, for this same period of time, are set equal to
State Fiscal Year 1997 fee-for-service enrollment data (374,693 member months).

7. Adequacy of Financing and Reimbursement

Oklahoma’s Title XIX/XXI appropriation and projected rate of expenditure for Fiscal Year
2000 is $1,185,178,496. This demonstrates that the program is adequately financed, for the

current fiscal year. The Legislature has not yet acted on the budget for Fiscal Year’s 2001
through 2004.

B. PUBLICE NOTICE

1. The Public Notice below was placed for two (2) days in: the Daily Oklahoman (May 21,

22, 1999), the Lawton Constitution (May 23, 24, 1999), and the Tulsa World Newspaper
(May 21, 22, 1999).

Public Notice

As provided for by Section 4757 of the Federal Balanced Budget Act of 1997, the
Oklahoma Health Care Authority intends to file an extension, with the Health
Care Financing Administration, on its present §1115(a) Research and
Demonstration Medicaid Wavier. This extension would allow the State to operate
its SoonerCare Program through December 31,2003. Without this Extension, the
SoonerCare Program is scheduled to sunset as of December 31,2000.

This Waiver Extension will be discussed at the Oklahoma Health Care Authority
Board Meeting, to be held on Thursday, June 3, 1999, beginning at 1:30 p.m. at
the First Southwest Bank of Frederick, 201 S. Main - Conference Center,
Frederick, Oklahoma 73542.

Comments related to this proposed Extension filing can be submitted to: Matt
Lucas, Programs Design and Evaluation Director, Oklahoma Health Care
Authority, 4545 North Lincoln Boulevard, Suite 124, Oklahoma City, Oklahoma
73015, or they may be Faxed to: (405) 530-7715. Individuals needing additional
information may call: (405) 530-3303.
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2. The State used several regularly scheduled meetings to serve as mechanisms to consider
this Waiver extension request. To date, the State has not received comments or
questions regarding the filing of this extension and will continue to monitor and

forward any correspondence received within the next thirty (30) days.

and dates are as follows:

s Health Plan Readiness Reviews:

Community Care
Heartland
Bluelincs
Prime Advantage

» The Oklahoma Health Care Authority Board Meeting
Oklahoma Primary Care Association Meeting
Region VI ACF/Tribal Roundtable Meeting

» Tulsa Perinatal Coalition Meeting

» Rural Health and DME Workshops: Gordon Area VT
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High Plains Area VT
Tulsa Technology
Kiamichi Vo-Tech
Durant Vo-Tech

Great Plains Area VT -
» Physician and Hospital Workshops: Memorial Hospital

25

The meetings

May 21, 1999
May 25,1999
May 26, 1999
May 27, 1999
June 03, 1999
May 20,1999
June 09,1999
June 14,1999
May 20,1999
May 24,1999
June 03,1999
June 08,1999
June 10,1999
June 16,1999
June 22,1999




ATTACHMENTS
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Attachment B, pg. 1

Savings: Per Member Per Month Cost Comparison
Waiver Year 1996 through 2003

WY-1996:
AFDC & REL. - Urban $121.60 $113.36 6.78%
AFDC & REL. - Rural $123.34 $109.19 11.47%
ABD Non-Inst. - Urban $0.00 $0.00 0.00%
ABD Non-Inst. - Rural $0.00 $0.00 0.00%
Average PMPM Cost Per Group $122.40 $111.42 8.97%
WY-1997:
AFDC & REL. - Urban $129.52 $121.90 5.88%
AFDC & REL. - Rural $131.37 $124.52 5.21%
ABD Non-Inst. - Urban $0.00 $0.00 0.00%
ABD Non-Inst. - Rural $0.00 $0.00 0.00%
Average PMPM Cost Per Group $130.37 $123.14 5.54%
WY-1998:
AFDC & REL. - Urban $137.95 $123.53 10.45%
AFDC & REL. - Rural $139.92 $120.37 13.97%
ABD Non-Inst. - Urban $0.00 $0.00 0.00%
ABD Non-Inst. - Rural $0.00 $0.00 0.00%
Average PMPM Cost Per Group $138.85 $121.98 12.15%
WY-1999 - (Actual PMPMs are Projections):
AFDC & REL. - Urban $146.93 131.57 10.45%
AFDC & REL. - Rural $149.03 128.20 13.97%
ABD Non-Inst. - Urban $536.14 $536.14 0.00%
ABD Non-Inst. - Rural $427.26 $427.26 0.00%
Average PMPM Cost Per Group $191.77 $174.43 9.04%
WY-2000 - (Actual PMPMs are Projections):
AFDC & REL. - Urban $156.49 $140.14 10.45%
AFDC & REL. - Rural $158.73 $136.55 13.97%
ABD Non-Inst. - Urban $567.56 $567.56 0.00%
ABD MNon-Inst. - Rural $452.30 $452.30 0.00%
Average PMPM Cost Per Group $203.84 $185.39 9.05%
WY-2001 - (Actual PMPMs are Projections):
AFDC & REL. - Urban $166.68 $149.26 10.45%
AFDC & REL. - Rural $169.06 $145.44 13.97%
ABD Non-Inst. - Urban $600.82 $600.82 0.00%
ABD Non-Inst. - Rural $478.81 $478.81 0.00%
Average PMPM Cost Fer Group $216.68 $197.04 $.06%
WY-2002 - (Actual PMPMs are Projections):
AFDC & REL. - Urban $177.53 $158.97 10.45%
AFDC & REL. - Rural $180.07 $154.91 13.97%
ABD Non-Inst. - Urban $636.02 $636.02 0.00%
ABD Non-iInst. - Rural $506.86 $506.86 0.00%

Average PMPM Cost Per Group $230.32 $209.42 9.07%




WY-2003 - (Actual PMPMs are Projections):

AFDC & REL. - Urban $189.09
AFDC & R&L. - Rural $191.79
ABD Non-inst. - Urban $673.29
ABD Non-Inst. - Rural $536.57
Average PMPM Cost Per Group $244.82

Jost Per MEGIPer 1996-2003

Actual PMPM Cost Calculations Explanation:

$188.96 1

Attachment B, pg. 2

$169.32
$164.99
$673.29
$536.57
$222.58

P4 $171.83

Aid to Families with Dependent Children and Related (AFDC & REL.) Groups
1)  WY-96 through WY-98 expenditures and eligible months are based on actual data.

2) WY-99 through WY-03 expenditure estimates was derived using WY-98 cost data trended forward by 6.51
percent (the trend factors defined in the Special Terms and Conditions for this population).

3) Eligible member months for WY-99 through WY-03 have been set equal to the WY-98 data.

Aged, Blind, and Disabled (ABD) Group (non-institutionalized, non-dually eligible)

4) The State will begin enrollment July 1, 1999.

10.45%
13.97%
0.00%
0.00%
9.08%

5) Base year’ upper payment limits are used to estimate expenditure/actual PMPM cost for WY-99 through WY-
03.

6) Eligible member months, for this same period of time, are set equal to State Fiscal Year 1997 fee-for-service

enrollment data (374,693 member months).

” See WY-96 Budget Neutrality Report for base year calculations methodology.
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STATE OF OKLAHOMA
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June 30, 1999

Ms. Sally Richardson

Center for Medicaid an« State Operations
Health Care Financing Administration
7500 Security Boulevard

Baltimore, Maryland 21244-1850

Dear Ms. Richardson,

Enclosed, please find Oklahoma’s Annual Budget Neutrality Report for Waiver Year Three (WY-98) of
the State’s § 1115(a) Research and Demonstration Waiver, Project Number: 11-W-00048/6-03. WY-98
covers the period of January 1, 1998through December 31,1998.

During WY-98 Oklahoma’s waiver program Per Member Per Month (PMPM) costs were 87.85% of the
Fee-For-Service (FFS) equivalent PMPM cost, thereby demonstrating savings versus FFS. The total
saving for WY-98 amounts to $43,039,961 (12.15%), of which $30,127,973 accrues to the Federal
government and $12,911,988 to the State. Accumulated saving for WY-96 through WY-98 totaled

$85,203,996 (9.09%), of which $59,642,797 accrues to the Federal government and $25,561,199 to the
State.

We have enjoyed very much working with both the Office of Research and Demonstration and the
Regional Office staff. If you have any question or concerns about these documents, please call Matt
Lucas at (405) 530-3273.

Sincerelv
-

5
Mike Fogarty

Interim Chief Executive Officer
State of Oklahoma Medicaid Director

Cc:  Joyce Jordan, Baltimore Central Office
Art Pagan, Dallas Regional Office
Tammy Auseon, Dallas Regional Office
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§1115(a) Research and Demonstration Waiver
Budget Neutrality Report - Waiver Year 1998
Project numb.. 11-W-00048/6-03

l. Overview

This annual Budget Neutrality Report covers the period of January 1,1998 through December 31,
1998, Waiver Year 1998 (WY-98). It contains information necessary to demonstrate budget
neutrality under the Oklahoma SoonerCure (SC) Demonstration Project. In addition to
demonstrating budget neutrality, this report will also describe the methods used to arrive at the
final Per Member Per Month (PMPM) expenditure amount, as set forth in the Special Terms and
Conditions approved by the Health Care Financing Administration (HCFA). Comparative
analyses were also performed relative to eligibles enrolled in the SC program and expenditure
information for WY-97 and WY-98.

Updates/Amendments t0 Previous Year Budget Neutrality Report

At HCFA'’s request the State recalculated the Upper Payment Limits (otherwise known as the
Fee-For-Service Equivalent) for WY-96 through WY-2000. This adjustment was made to the
average PMPM for each year and reflects weighted values derived from base year! expenditures.
The information contained in this report for WY-96 through WY-98 reflects the adjustments
made to the Upper Payment Limits. Additionally, Attachment A contains Upper Payment Limit
PMPM Cost information updates.

Savings Under the Waiver - 1996 Through 1998

During WY-98 Oklahoma realized a savings of 12.15%resulting in a 3.18% increase from WY-
96. Combined savings for WY-96 through WY-98 total 9.09%, resulting in overall savings of
$85,203,996. Of this amount $59,642,797 accrues to the Federal government and $25,561,199 to
the State. Additionally, PMPM costs for WY-98 decreased by $1.12 from the previous year.

1997-1998 Expenditure Comparison:

Overall expenditures increased by $30,006,158 (SCPIU2 total expenditures increased by
$14,080,118 while SC Choice total expenditures increased by $15,926,040) from the previous
year. The most significant increases are in the SC Plus capitation payments followed by an
increase in FFS expenditures in the SC Choice program.

FFS expenditures show a increase of $7,875,605 (SCPIus FFS expenditures decreased by
$3,680,758 while SC Choice FFS expenditures increased by $11,556,363). The increase in the
SC Choice FFS expenditures appears to be consistent with a substantial increase in enrollment.

1 See WY-96 Budget Neutrality Report, submitted to HCFA April 28, 1997, for detailed ii..ormation regarding “Base Year”
calculations/expenditures.

2 SoonerCare Plus is defined as the greater Oklahoma City, Tulsa, and Comanche metropolitan areas and surrounding counties.
SoonerCare Choice is defined as the remainder of the State. The SoonerCare Plus areas of O':lahoma is served by health plans
while the Primary Care Case Manager (PCCM) program serves the SeenerCare Choice areas.

1
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Capitation expenditures show an overall increase of $20,360,962 (SC Plus capitation
expenditures increased by $15,711,224, while SC Choice capitation expenditures increased by
$4,643,738). SC Plus capitation expenditures increase consists of a $4,029,978 increase in
PMPM capitation payments and a $11,681,246 increase due to: year three supplement-!
payments, newbor settlement payments, delivery payments, resident delivery pay uents, and
resident primary care physician payments. Adjustments to expenditures show an overall increase
of $1,769,590 (SC Plus adjustments increased by $2,049,651 v/hile SC Choice adjustments
decreased by $280,061).

1997-1998 Eligible Enrollment Comparison:

The Aid to Families with Dependent Children (AFDC) and related Medicaid eligible recipient
population increased by approximately 6% (16,850)3 in WY-98 versus WY-97. Of the enrolled
eligibles, the number of eligibles enrolled in managed care versus FFS increased by 4% (21,682).
The most significant shift from FFS to managed care is realized in the S choice program where
there was a 23% (21,339) increase from WY-97.

Budget Estimates Overview:

For the purpose of calculating the overall expenditure limit for the Demonstration Project,
separate budget estimates have been calculated for each year (calendar year) of the waiver (see
Attachment A). The annual estimates were then added together to obtain an expenditure estimate
for the entire five year waiver period. The methodology used to perform these calculations was
included in the State’s first Budget Neutrality Report, submitted to HCFA on April 28, 1997.

Each yearly budget estimate is the sum of separate cost projections for each of the four Medicaid
Enrollment Groups (MEG) eligible for participation in the SC program. The four enrollee groups
are: (1) AFDC-Related recipients in SC Plus areas; (2) AFDC-Related recipients in SC Choice
areas; (3) Aged, Blind, and Disabled (ABD) Medicaid recipients (regardless of SSI eligibility) in
the SC Plus areas; and (4) ABD Medicaid recipients (regardless of SSI eligibility) in the SC
Choice areas. Note that groups 3 and 4 are not currently enrolled in SC. They are included in

this reportfor informational purposes only and are not subject to a budget neutrality test at this
time.

Exclusions:

Excluded from the yearly budget estimates and the WY-98 calculations in the AFDC-Related
MEG’s are: the “spend down” portion of Oklahoma’s medically-needy population; certified
medically presumptive eligible - pregnancy related population; children in State custody;
subsidized adoption children; illegal aliens; and individuals who have a Health Maintenance
Organization for primary insurance coverage outside of SC.

Datc SOUrces:

i)

The :.amber of eligible months for each of the Medicaid-eligible populations has been drawn
from the Department of Human Services mainframe PS/2 eligibility database for WY-98, January

3 Medicaid and Seer.erCare eligible recipient population counts represent an estimated unduplicated count based on an average
length of stay in the program for one year of 8 months for WY-96, 8.74 months for WY-97, and 8.44 months for WY-98.

2
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1, 1998 through December 31, 1998. Expenditure information has been drawn from the
Medicaid Management Information System's paid claims history for the same periods as above.

Actual PMPM Cost for Waives Year 1998

Actual PMPM cost for WY-98, as set forth in the Special Terms and Conditions, covers the
period of January 1, 1998 - December 31, 1998. The ABD popu'ation was not enrolled during
WY-98 and, accordingly, is excluded from this portion of the report.

WY-98 expenditures and eligible months for AFDC-Related MEGs are calculated to produce a
PMPM cost and are subject to the exclusions listed in Section I- Overview, Exclusions. The

sections below describe the methods used to determine WY-98 eligible months, actual
expenditures, and PMPM cost.

Eligible Muruns:

The total eligible months count for WY-98 was determined by summing the monthly counts for
the period January - December 1998 (Attachment B). Exhibit I below shows the total eligible
months for each AFDC-Related MEG.

Aid Category
SoonerCare Plus/SoonerCare Choice Eligible Months

AFDC-Related - Oklahoma City Area 724,570
AFDC-Related - Tulsa Area 418,892
AFDC-Related - Comanche County Area 156,213

Total SCPlus 1,299,675
AFDC-Related - SC Choice 1,250,830
TOTAL AFDC-Related SC Plus/Choice 2,550,505

Actual Exwenditures& PMPM Costs:

Total expenditures for WY-98 were calculated in a five-step process, consisting of the following:

Paid Claims Analysis

Capitation Analysis

Graduate Medical Education Payment Adjustments

Federally Qualified Health Center (FQHC) Payment Adjustment
Prescription Rebate Adjustment

g~ wh -

Each step is described separately below.

/. Paid Claims Analysis. The State first produced a paid claims report, documenting FFS
expenditures for AFDC-Related MEG eligibles during the period January 1, 1998 - December 31,
19¢3. Pursuant to HCFA instructions, the report was sorted by datc-of adjudication and as a
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result, does not include dollars for some services rendered in WY-98, for which payment had not

been made before December 31, 1998. Attachment C shows the total paid claims amounts by
category of service.

2. _Capitation Analysis. The State next produced a report documenting total capitation payments
for WY-98, consisting of payments to MCOs in SC Plus areas and to Primary Care
Physicians/Case Managers (PCP/CM) providers inSC Choice areas. Also included in the MCO
capitation payments are the following: year three supplemental payments, newborn settlement
payments, delivery payments, resident delivery payments, and resident primary care physician
payments. The combined values of these capitation payments are shown as a single italicized
line, the second item at the top of Attachment C, page 1.

3. Graduate Medical Education (GME) Payment Adjustments. Under the Special Terms and
Conditions of Oklahoma's 1115(a) waiver, the State is permitted to make supplemental payments
to the medical school? in Oklahoma City and Tulsa, as partial compensation to recognize the
higher cost of care due to the appropriate inefficiencies of multiple missions. Specifically, each
medical school submits quarterly to the State a listing of managed care enrollees who are using
one of its physicians as a primary care provider (and their associated member months). Once the
State has verified these lists against its own records, it makes a payment to the medical school.

The State made four payments to the medical schools in WY-98: one for the quarter ending
March 31, a second for the quarter ending June 30, a third for quarter ending September 30 and a
fourth for the quarter ending December 31. The combined value of these payments is
$4,072,329. This figure is shown as an upward adjustment to total expenditures at the bottom of
Attachment C, page 3. Payments were made to the Oklahoma University Health Sciences Center

(Oklahoma City), Oklahoma University Health Sciences Center (Tulsa), and the Oklahoma State
University College of Osteopathy (Tulsa).

4. FQHC Payment Adjustment. Under the Special Terms and Conditions of Oklahoma's
1115(a) waiver, the State also is permitted to make supplemental payments to Federally Qualified
Health Centers (FQHCs) that participate in managed care. This supplemental payment is made in
lieu of offering reasonable cost reimbursement to the FQHCs.

In SCPlus areas, the State has committed to paying FQHCs for each MCO enrollee who uses
one of their centers for primary care. The combined value of payments made during WY-98 is
$76,670 (Konawa $704, Community Health Centers $24,976, Morton Comprehensive Health
Services $40,447, and Southeast Area Health Center $10,543). This figure is shown as an upward
adjustment to total expenditures at the bottom of Attachment C, page 3.

In addition to making supplemental payments to FQHCs serving MCO enrollees, the State also
pays an enhanced capitation rate to one of the FQHCs serving clients in the SC Choice program
(the enhancement equals $1.00 PMPM). The dollars associated with the SC Choice enhanced
payment are not separately reported here, but are instead included in the capitation line item at
the top of Attachment C, page 1.

5. Prescription Rebate Adjustment. MCO capitation rates are established net of prescription
rebate dollars, thereby making it unnecessary to adjust expendirures for the AFDC-Related SC
Plus population to account for rebates. However, the State still pays pharmacy claims for theSC
Choice AFDC-Related population on a FFS basis. To account for estimzted rebate dollars

4
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(which are not tracked separately for AFDC-Related SC Choice clients), the State has reduced
total expenditures for the SC Choice population by one percent, $1,520,807, (see WY-96 Budget
Neutrality Report, Section II for an explanation of the one percen: factor). This figure is shown
as a downward adjustment at the bottom of Attachment C, page 3.

The final, adjusted expenditure amount for WY-98 is divided by total eligible months to arrive at
the actual PMPM for the AFDC-Related MEGs. As shown on Atiachment A, the resultant value
is $121.98.

11 Savings under the Waiver = 1996 through 1998

As stated above the actual PMPM for the AFDC-Related MEGs for WY-98 is $121.98, the upper
limit for this same period and group is $138.85, thereby, demonstrating budget neutrality. Total
and PMPM actual expenditures calculated for WY-96, WY-97, WY-98 and the three waiver
years combined are presented in Attachment D and include trended FFS equivalent values for the
same period. During WY-97 Oklahoma realized a savings of 5.54%. This increased during WY-
98 by 6.61% leaving total savings for WY-98 at 12.15%. Combined savings for WY-96 through
WY-98 total 9.09%. This has resulted in overall savings of $85,203,996 of which $59,642,797
accrues to the Federal government and $25,561,199 to the State. A brief overview of WYs-96,
97, 98 and the three years combined is provided below.4

Waiver Year 1996 Actual Expenditures versus Fee-For-Sewice Equivalent:

As shown in Exhibit 1T below, Oklahoma’s waiver program PMPM costs for WY-96 were 91%
of the FFS equivalent PMPM cost, thereby demonstrating savings versus FFS. The total savings
amount to $25,670,807 (8.97%), of which $17,969,565 accrues to the Federal government and
$7,70 1,242 to the State.

Exhibit I¥
Waiver Year 1996 Savings
Eligible PMPM
Comparison Groups Expenditures Months cost
WY 1996 Fee-For-Service Equivalent $286,109,863 2,337,528 $122.40
WY 1996 Actual Expenditures $260,439,055 2,337,528 $111.42
Total Savings WY 1996 ($25,670,807) e ($10.98)
Federal Share ($17,969,565) ($7.69)
State Share ($7,701,242) - ($3.29)
Waiver Year | -Jan. through Dec. 71996 Savings = 8.97%

4 The overview information provided for WY-96, 97, and 98 have been adjusted o reflect corrections made to the upper
payment limit at HCFA’s request.

Oklahoma Health Care Authority - Compiled: 6/29/99




Waiver Year 1997 Actual Expenditures versus Fee-For-Service Equivalent:

As shown in Exhibit 111 below, Oklahoma’s waiver program PMPM costs for WY-97 were
94.5% of the FFS equivalent PMPM cost, thereby demonstre ting savings versus FFS. The total
savings amount to $16,493,228 (5.54%), of which $11,545,259 accrues to the Federal
government and $4,947,968to the State 5

Exhibit I1X
Waiver Year 1997 Savings
Eligible PMPM
Comparison Groups Expenditures Months cost
NY 1997 Fee-For-Service Equivalent $297,593,610 2,282,744 $130.37
NY 1997 Actual Expenditures $281,100,382 2,282,744 $123.14
Total SavingsWY 1997 ($16,493,228) S ($7.23)
Federal Share ($11,545,259) - ($5.06)
State Share ($4,947,968) — ($2.17)
Waiver Year Il - Jan. through Dec. 1997 Savings = 5.54%

Waiver Year 1998 Actual Expenditures versus Fee-For-Service Equivalent:

As shown in Exhibit 1V below, Oklahoma’s waiver program PMPM costs for WY-98 were
87.85% of the FFS equivalent PMPM cost; thereby demonstrating savings versus FFS. The total
savings amount to $43,039,961 (12.15%), of which $30,127,973 accrues to the Federal
government and $12,911,988 to the State.

Exhibit IV
Savings Waiver Year 1998

Eligible PMPM

Comparison Groups Expenditures Months .Cost
WY 1998 Fee-For-Service Equivalent $354,146,501 2,550,505 $138.85
WY 1998 Actual Expenditures $311,106,540 2,550,505 $121.98
Total Saving WY 1998 ($43,039,961) = .. ($16.88)
Federal Share ($30,127,973) ... ($11.81)
State Share ($12,911,988) - ($5.06)

Waiver Year Hi - Jan. through Dec. 1998 Savings = 12.15%

5 Refer to WY-97 Budget Neutrality Report (submitted to HCFA September 11, 1998) for more detailed information.

6
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Combined Savings Waiver Year 7996-1998 Actual Expenditures versus Fee-For-Service
Equivalent:

As shown in Exhibit V below, Oklahoma’s waiver program: PMPM costs for WY-96 through
WY-98 combined were 90.9% of the FFS equivalent PMPM cost, thereby demonstrating
significant savings during the first three years of the program versus FFS. Total savings amount
0 $85,203,996 (9.09%), of which $59,642,797 accrues to the Federal government and

$25,561,199to the State.
Exhibit V
Combined Savings Waiver Year 1996-1998
" Eligible PMPM
Comparison Groups Expenditures Months cost
IWY 19C6-1998 Fee-For-Sarvice Equiv. $937,849,974 7,170,777 $130.79
WY 1996-1998 Actual Expenditures $852,645,977 7,170,777 $118.91
Total Savings WY 1996-1998 ($85,203,996) @ —ee ($11.88)
Federal Share ($59,642,797) e ($8.32)
State Share ($25,561,199) . ($3.56)
Waiver Year I, Il & Il - Jan. 1996 through Dee. 1998 Savings = 9.09%

IV.  Significant Changes From Waiver Year 1997 to Waiver Year 1998

1997-1998 Eligible (Member Months) Enrollment Comparison:

(Medicaid and Soonercare eligible recipient population counts represent an estimated unduplicated count based on

an average length of stay in the program for one year of: 8 monthsfor #Y-96, 8.74 monthsfor WY-97. and 8.44
monthsfor WY-98.)

The AFDC and related Medicaid eligible count (see Attachment E) shows a 6% increase in the
eligible population, consequently, the number of eligibles enrolled in managed care versus FFS
has increased by 12% (approximately 21,682 eligibles). The significant increase in the Medicaid
program is largely due to the enactment of Senate Bill 639 and Title XXI.6

6 Title XX1 funds were used to expand Medicaid coverage. This option, for Oklahoma, is available for children who do not qualify
for Medicaid under State rules in effect as of April 15, 1997. Under this option current Medicaid rules would apply. The application
was approved by the HCFA on May 5, 1998 with an effective date of December 1, 1997. Senate Bill 639 was enacted during the
State’s 1997 Legislative Session. This law expanded Medicaid eligibility through the State’sSoonercare program. It required the
Oklahoma Health Care Authority (OHCA) to expand Medicaid eligibility for pregnant females and for children born on or after
October , 1983. This includes those persons with annual incomes up to one-hundred-eighty-five (185%) percent of the Federal

Poverty Level (FPL) which represents $25,253 per year for a family of three. This expansion became effective December I,
1997.
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The most significant shift from FFS to managed care is realized in the SC Choice areas where
there was a 30% (approximately 21,357¢ligibles) increase from the previous year. The SC Plus
areas realized a 3% (approximately 3,798 recipients) increase in enrollment in the Medicaid
program, however, there was a, less than 1%, decrease in the percent of FES «cipients enrolled
in the SoonerCare Plus program. (see Attachment E for a complete ¢ .erview).

1997-1998 Expenditures Comparison:

As shown in Attachment E, the SoonerCare program expenditures show an overall increase of
$30,006,158 and represent an 11% increase in total program expenditures. This increase consists
of capitation payments which represent 68% ($20,360,962) of the increase, FFS payments which
represent 27% ($7,875,605) of the increase, and adjustments which represent 5% ($1,769,590) of
the increase in expenditures.

The SC Plus capitation expenditures increased by $15,711,224. This increase consists of a
$4,029,978 increase in PMPM capitation payments and a $11,68 1,246 increase due to: year three
supplemental payments, newborn settlement payments, delivery payments, resident delivery
payments, and resident primary care physician payments. The SC Choice capitation expenditures
increased by $4,649,738 and appears to be consistent with the increase in program participation.
Additionally, SC Plus FFS expenditures decreased by $3,680,758 while SC Choice FFS
expenditures increased by $11,556,363. Adjustments (supplemental payment, prescription drug
rebates, etc.) show an overall increase of $1,769,590 (SC Plus adjustments increased by
$2,049,65 1 while SC Choice adjustments decreased by $280,06 1).

Oklahoma Health Care Authority - Compiled: 6/29/99




Attachment A

Savings: Per Member Per Month Cost Comparison
Waiver Year 1996 through 2000

WY-1996:
AFDC & REL. - Urban $121.60 $113.36 6.78%
AFDC & REL. - Rural $123.34 $109.19 11.47%
ABD Non-Inst. - Urban $0.00 $0.00 0.00%
ABD Non-Inst. - Rural $0.00 $0.00 0.00%
Average PMPM Cost Per Group $122.40 $111.42 8.97%
WY-1997:
AFDC & REL. - Urban $129.52 $121.90 5.88%
AFDC & REL. - Rural $131.37 $124.52 5.21%
ABD Non-Inst. - Urban $0.00 $0.00 0.00%
ABD Non-Inst. - Rural $0.00 $0.00 0.00%
Average PMPM Cost Per Group $130.37 $123.14 5.54%
WY-1998:
AFDC & REL. - Urban $137.95 $123.53 10.45%
AFDC & REL. - Rural $139.92 $120.37 13.97%
ABD Non-Inst. - Urban $0.00 $0.00 0.00%
ABD Non-Inst. - Rural $0.00 $0.00 0.00%
Average PMPM Cost Per Group $138.85 $121.98 12.15%
WY-1999:
AFDC & REL. - Urban $146.93
AFDC & REL. - Rural $149.03
ABD Non-Inst. - Urban $536.14
ABD Non-Inst. - Rural $427.26
Average PMPM Cost Per Group $191.77
WY -2000:
AFDC & REL. - Urban $156.49
AFDC & REL. - Rural $158.73
ABD Non-Inst. - Urban $567.56
ABD Non-Inst. - Rural $452.30

Average PMPM Cost Per Group $203.84
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Oklahoma Health Care Authority
Savings - Waiver year 1996 Through 1998

Attachment D

Eligible SﬁPM

Comparison Groups Expenditures Months cost
WY 1996 Fee-For-Service Equivalent $286,109,863 2,337,528 $122.40
WY 1996 Actual Expenditures $260,439,055 2,337,528 $111.42
Total Saving WY 1996 ($25,670,807) .. ($10.98)
Federal Share ($17,969,565) ($7.69)
State Share ($7,701,242) ($3.29)

Eligible PMPM
Comparison Groups Expenditures Months cost
WY 1997 Fee-For-Service Equivalent $297,593,610 2,282,744 $130.37
WY 1997 Actual Expenditures $281,100,382 2,282,744 $123.14
Total Saving WY 1997 ($16,493,228) ... ($7.23)
Federal Share ($11,545,259) . ($5.06)
State Share ($4,947,968) .. ($2.17)
Eligible PMPM
Comparison Groups Expenditures Months cost
WY 1998 Fee-For-Service Equivalent $354,146,501 2,550,505 $138.85
WY 1998 Actual Expenditures $311,106,540 2,550,505 $121.98
Total Saving WY 1998 ($43,039,961) .. ($16.88)
Federal Share ($30,127,973) . ($11.81)
State Share ($12,911,988) ... ($5.06)

ough 12/3.
~ Eligible PMPM
Comparison Groups Expenditures Months cost
WY 1996-1998 Fee-For-Service Equiv. $937,849,974 7,170,777 $130.79
WY 1996-1998 Actual Expenditures $852,645,977 7,170,777 $118.91
Total Saving WY 1996-1998 ($85,203,996) ... ($11.88)
Federal Share ($59,642,797) . ($8.32)

State Share

($25,561,199)

($3.56)
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